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SHOP Marketplace - Employer Enroliment Application

The online SHOP Marketplace is open for employers with 50 or fewer employees to
enroll in coverage that starts as early as January 2015. If you already have coverage
through SHOP, you'll need to visit HealthCare.gov to renew your coverage.

* If your business is in one of these states, use this document to guide you
through the enrollment process.

Alabama Nevada
Alaska New Hampshire
Arizona New Jersey
Arkansas North Carolina
Delaware North Dakota
Florida Ohio

Georgia Oklahoma
lllinois Pennsylvania
Indiana South Carolina
lowa South Dakota
Kansas Tennessee
Louisiana Texas

Maine Virginia
Michigan West Virginia
Missouri Wisconsin
Montana Wyoming
Nebraska

* If your business is in a state that's not listed above, that means the state
is running its own SHOP Marketplace. Follow your state’s application and
enrollment process. To find your state’s SHOP Marketplace, visit the small



business employer page on HealthCare.gov and select your state from the
menu, or contact the SHOP Employer Call Center at 1-800-706-7893. TTY users
should call 711 to reach a call center representative.

If you're working with a SHOP authorized agent or broker, they must follow
the same process as employers.

IMPORTANT: You can stop at any point in the application and save your
information. To return to where you stopped, select My eligibility, then
select Edit enrollment in the Actions field.

Create a HealthCare.gov account

To start the SHOP enrollment process, visit HealthCare.gov and create an account. After
you create an account, you can store all business, employee, and coverage information,
and access the SHOP enrollment application.

* Select your state. Visit the small business employer page on
HealthCare.gov and select your state from the menu. Select the state where
your primary business address is located. Then select APPLY NOW.

Note: If you already have a Marketplace account you created previously for
individual and family coverage, you can select Log in to log into the same
account for SHOP (same username and password).

HealthCare.gov Individuals & Families Small Businesses Espatiol

For Employers For Employees Get Answers - _ SEARCH

Offer coverage to your employees any
time — apply online!

Have 50 employees or fewer? Use the Small Business Health Options Program (SHOP) Marketplace to offét/coverage.
New: Apply online!

, N

1 QUESTIONS ABOUT SHOP SMALL BUSINESS INSURANCE?

Call 1-800-706-7893« (TTY: 711) Monday-Friday 9 a.m.-7 p.m.; Saturday & Sunday, 9 am.-5 p.m. ET

* Answer a few questions. On the Create an account page, you'll give your
first and last name, email address, and preferred password. If you don't have
an email address, review the quick links below to learn how to get one.

You will need an email address to sign up. You can get one now for free.

Gmail Outlook Yahoo AOL



Next you'll answer a few security questions. These questions will be helpful in
case you forget your username and/or password and have trouble logging in.

o Click the box about news and updates if you want us to email
information to you.

o Check the box stating that you understand and agree with
HealthCare.gov's privacy policy and select CREATE ACCOUNT.

Note: When you create your account, the information you provide is
case sensitive. Remember to enter the information the same way
when you log-in.

Create an account

CRIATT ACCOUNT

1 ALREADY HAVE AN ACCOUNT

* Verify your email address. You must verify that the email address you gave
for the account is correct. You'll get an email with a link that's unique to you.
Follow the instructions on the screen. Note: If you don't see the verification
email in your inbox, check your junk mail.

From

Received
Expire:

Your Marketplace account has been created. There is one more step left
before you can use your account. Click on this link to verify your email
address

hitps //imp1a healthcare gov/marketplace/globalen US/emailVerification?
trackinald=021a4452-7283-4120.814b-ce12caacifsc

I you have questons, visit HealhC jee qouihelp cantar —/(
‘\ o
‘(
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After you finish verifying your email address, you'll see a page with “Success!”
letting you know that your account has been created. Select Continue to
create your profile and verify your identity.

HealthCare.gov Learn m

Success!

Your account has been created.

With this account, you can use the Health Insurance Marketplace to find health coverage that fits your budget and

meets your needs.

CONTINUE

Note: If you don't verify your email address within 48 hours of getting the
email, the link in the email will expire. You'll need to get another verification
email before you try to log into your account.

If you try to log into your account without verifying your email address, you'll
get an expiration notice. Click Resend Verification Email on the expiration
notice and follow steps above to verify your email address.

Create a profile
The next step to prepare for enrollment is to create your profile. This process is used to
verify your identity and protect your privacy.

* Log into your HealthCare.gov account. Enter your new username and
password, and then select | ACCEPT on the Terms & Conditions page.

* Select the employer application. On the WELCOME TO THE
MARKETPLACE page, select the VISIT EMPLOYER MARKETPLACE link.

EMPLOYER ENROLLMENT USER GUIDE



* Review your information. Carefully review the details on the My Profile
page and add or change any information that's missing, like your phone
number and address. Select the Verify Now link.

4 WELCOME T The Susan, where would you like to go?
MARKETPLACE
0O wrrsonie INDIVIDUALS & FAMILIES

Choase this option if

VISIT THE MARKETPLACE FOR INDIVIDUALS AND FAMILIES »

an review, renew, or make ch

FOR EMPLOYERS FOR EMPLOYEES

Verify your identity

To protect your personal information, you must verify your identity.

« Start identity proofing. On the Verify your identity screen, select GET
STARTED. This process will help protect your employees’ and your personal
information. Without this identity verification process, someone else could
create an account in your name without your knowledge.

HealthCare Individuals & Families  Small Businesses Y v |

Verify your identity

Before you continue, we need 10 ask you a few quesbons 1o venly your idenlity. AS an employer
e for your employees, you mus! successiully verily your idenbty before




* Enter data in required fields. On the Contact information page, enter this

data in the required fields:

o First and last name. Enter as they appear in legal documents, like a

driver’s license or passport, and add any suffixes (like Sr, Jr, Il, etc.)

o Date of birth

o Social Security Number (optional)

o Email address

o Street address, City, State, Zip code, preferred phone number, and

phone type
Review and select CONTINUE.

HealthCare g0\

Individuals & Families

Small Businesses

VERIFY YOUR IDENTITY

Contact information

Tell us about yourself. Use your complete name, as it
appears on legal documents (like your Social

Security card).

First name Maddle -cocna

Anon

Last name Sutfix cpscre

Nerss Select v
Date of birth Social Security number

Email address

pcehtel5773@y0pmal com

Street address ApLSte 8. cooona

* Answer questions to verify identity. Answer personal questions on the
Identity questions page to confirm your identity. These questions will be

different for each person. If you don’t answer all the required questions, you
won't be able to start the SHOP enrollment process. Note: You have 2 tries to
answer each question, then you'll get a failure message. Select CONTINUE.



HealthCare o Individuals & Families  Small Businesses

VERIFY YOUR IDENTITY |dent|ty questions

_ Answer these questions so we can verify your

identity.

1. Please select the county for the address you peovided.

2. According o our records, you previously lived on (19TH). Please choose the
city from the following list where this street is located

On the next screen, you'll see one of 2 messages below:
* Your identity has been verified
* Your identity wasn't verified
If your identity is verified, select CONTINUE to start your SHOP application.

If your identity wasn't verified, follow the directions on the screen. If you
need help call 1-855-267-1515, or email CMS_FEPS@cms.hhs.gov. Make sure
you put “EIDM ASSISTANCE” in the subject line. In some cases you may be
asked to submit documents to verify your identity. You'll have to finish this
process before you can complete the SHOP application.

HealthCare o Individuals & Families  Small Businesses Logeut

VERIFY YOUR IDENTITY

Your identity has been verified

7 yOuUTE 3 STl DUSPEss empOyR, yOu LN NOW J00Ry K Coverans B you

and your empioyees

Select Continug 12 00 %0 Employer Marketpiace



HealthCare gov

tos//imelahealthcare.cow |

Browse SHOP plans

Small Businesses

Individuals & Families

VERIFY YOUR IDENTITY

2

Contact information

Important: Your attempt 1o verity your idently was unsuccessid.

Review your information, and try again

Tell us about yourself. Use your complete name, as it
appears on legal documents (like your Social

Security card).

Al fieics are "equred uniess they'me marked optons ::"f"f' 87y elers o 3P0 Charaties
First name Middle

Anton
Last name SUMix opsors

Ness Selkect =
Date of birth Social Security number cosons

Before you get started, visit the SHOP Premium Estimator Tool on HealthCare.gov to
see health and dental plans available in your area

HealthCare.gov

BACK TO QUESTIONS

NARROW YOUR RESULTS
See only plans wih Pese feanres

Premium

ess Shan 5200 (5
ess han $300 (18)
ess han 3400 22)

ess han 3000 (23)

Health plan categories
Bronze plars (5

Séhwer plars (9)

Gold plans (7)

Puasteumn plans (5)

Plan Types

PPO (4)

Insurance companies

mportant: The premiums befow are only estimates. You'll need to submit a SHOP Marketplace appication 10 get final plan pric

Individuals & Families Small Businesses Login Espaiol

e plans and detalls you see here may change

23 Health Plans

Viewing Sont

ICCZICIIITY conrad ruans

by monthiy premiom [w]

CareFirst BlueChoice - BlueChoice HMO Referral
HSA/HRA $4,000

™ Compare

EMPLOYER'S £ STIMATED MONTHLY ESTIMATED OUT-OF POCKET

$160 . $4,000 $6.350

$8,000 $12.700

Extrmates tamdy wotal
Eatrmated famiy total

ESTIMATED DEDUCTIBLE

COPAYMENTS / COINSURANCE Summary of Benedts
Provider drecton
wacy docter 200 Comsurance after deductible
20% Coinsurance after deductible

osre 20% Cowsurance after deduotible
$10 Copary afer

LEARN MORE ABOUT THIS PLAN




Start a SHOP Marketplace application

Once you decide that SHOP coverage might be right for you, you can start the
application process. Choose the state where your business is located from the drop
down menu, then select APPLY. You must have a primary business address in the state
where you're applying for SHOP coverage. If you have multiple businesses or operate

in multiple states, visit HealthCare.gov/small-businesses/provide-shop-coverage/
business-in-more-than-one-state/ for more information.

HealthCare.gov  cetassance -

Log out picefuteff-8773@yopmai.com

Get coverage for your
employees now

Choose your state from the drop down menu below. You must have a

ess address in the state where you're applying for
SHOP coverage. Enroll by the 15th for coverage that starts as soon
as the 1st of the following month

Select

Get help with your application

You can get help with your application through an agent or broker. They can
help you with the enrollment process, health plan selection, and provide
account management support.

* Select the Get assistance tab if you want SHOP enrollment help
from an agent or broker. On the Find an agent/broker page, you can
search a list of agents and brokers registered to work with the SHOP
Marketplace in your area. Enter information about your location and
preferred language.



Healthcqre .Q0ov Create enroliment ~ Manage empioyees

VA: Change siste Log out xaciofisi-1423@yopmail com

Leam about SHOP

Find local help

. Overview

' Account profile
You can view information provided to the Small Business Health Options Program (SHOP) Marketplace as part

My ellglblllty Find an agent/broker

of your application to participate. You may also withdraw your eligibility request or create a new request

. My enroliment

Do you have an office in another state?

' Brokers and proposals Get eligivilty information and access to SHOP coverage for your other offices
. Employer payment and ADD ANOTHER STATE
billing

. Message center
Eligibility status

Application ID Status Actions

1000002567 Approved View
Withdraw application

You'll have to authorize the agent/broker to act on your behalf. You can
revoke the agent/broker’s authorization if you no longer want help or you
want to change agents/brokers. Note: You can only change agents and
brokers twice within twelve months.

o If you already have an agent or broker, you can enter the agent/
broker's name and National Producer Number (NPN), if available.

o Make sure your agent or broker has completed their own SHOP
registration requirements, so you can authorize him/her to act on
your behalf.

HeolthCore 9 ov Create enroliment Manage employees My account Get Help ~

@ OK: Change state & Log out mowraitr@fakeinbox com

e Find an agent/broker X
Find an agent/broker

roker registered to work with SHOP. Each

You can choose to get SHOP enroliment help from an agent o
oker ksted in the search has completed the SHOP privacy and security agreement and is able

If you decide to do so, you must authorize them to act on your behalf. You can remowve authorization at

any time

You can

If you don't want to find an agent/broker, click one of the tabs above to continue your application
ZIP code Distance
Agent/broker last name National Producer Number (NPN)
Language

Select options -

SEARCH



Start your eligibility application

On the My account tab, select My eligibility. Then select the Create link.

* Enter information about your business. On the Employer details page,
enter details about your business, like business name, business address,
phone number(s), federal tax ID, and employer type.

Select how you want to get official messages from the SHOP Marketplace
and your preferred language from the Preferred method of contact and
Preferred spoken language drop down menus.

Here's how you complete each field on the Employer details page

Legal business name Enter the exact name of your business as listed on your tax
documents.

LIV NG ET Il | your business runs under a different name, list the name
(optional) here.

Federal Tax ID Enter the 9-digit number that your business is registered
under.
Employer type Select the best description of your business:

* Private sector:
o C Corporation
o S Corporation
0 1040 Schedule C Business: self employed
o Tax Exempt organization (to include corporation, trust,
limit liability company, or association)
* Church/Church affiliate
+ State/Local Government
* Foreign Government
* Non-profit organization
* Tribal government

CH -4 DL ST LISl Enter the address where a paper invoice would be sent. This
can be outside the state of coverage area.

Billing address phone Enter the phone number to contact you about billing questions.
number

e ETQA TG ARG Il Enter the address of your primary business location. To be
eligible for SHOP, the address must be in the state you're
requesting coverage.

SO ETA TS IR W L Il Enter the phone number of your business.
number

Note: The county will fill automatically once you enter a ZIP code. If a ZIP
code overlaps counties, you must manually select the county where your
primary business address is located.

HealthCare.gov will make sure the Employer Identification Number (EIN) is
unique within your chosen state.



Heolthcare . ;} (o) Create enrollment Manage employees My account Help - m

9 VA: Change state & Log out esabajoxi-3091@yopmail com

© EvGiBILITY
APPLICATION - - -
Business information
1 Employer details
2 Eigbility
Start here to create a SHOP account and verify your eligibility to
3 Employee details l purchase a plan.
Tobeel R\D! your smal business must have a primary business address in the state where )‘CU’Q EU‘,’ g
4 Sgnawre coverage, and have at least one employee who isn't the owner or business partner or the spouse of the

owner or business partner. You must have 50 or fewer full-ime equivalent (FTE) employees, and offer
SHOP coverage to all fulltime employees.

Al information is required unless otherwise noted. You may save your data at any point and return later

to finish

Select “Learn more” or “Get assistance” if you have questions about how to calculate the number of ful
time equivalent employees or for answers to other questions

*Required field

*Business name

Jou's Auzo Boay

“Doing business as” name *Federal Employer Identification Number (EIN)

HealthCare.gov  createenrol Manage employees [NEDTCUIN  Help-

9 VA: Change state & Log out esabajoxi-3091@yopmail com

o ELIGIBILITY

APPLICATION . . .
Business information
2
o *Required field,
3 *Business name *Name to display for SHOP
Joe's Auto Body
4

*Preferred method of contact *Preferred spoken language

Emall address IZ| Engiisn z’
BACK SAVE AND CONTINUE

 Enter the primary contact for your business. Enter the information for the
person you want to have access to your account to make premium payments
and update enrollment for the business. You must enter the full name, title,
email address, mailing address, and phone number of your primary contact.
You can select the preferred method of contact and a language preference. If
you don't make a selection, the language preference will default to English.

Note: You have the option to add a secondary contact. If you choose to enter
a secondary contact, that person will have the same rights as the primary contact.



Heolthcqre qov Create enwollment Manage employees

¥ VA Change state

0 ELIGIBILITY
APPLICATION . . .
Employer information - Primary contact

*Reguared field

Primary contact name

*Hirst name Muddie name *Last name Suffix

Anton Wess SaMia v}

*Title (Examples: Owner, HR) *Email address
Mailing address F)same as business billing address
*Street address Apt/Ste &
108 Greenfiela Roao
*Cny *ZIP code *County *State

Frecerck 22603 FREDERICX VA

* Verify that you meet all SHOP eligibility requirements. On the Eligibility
page, you'll verify that your business meets these requirements to be eligible
to participate in the SHOP Marketplace. Click the box next to each statement.

B This business has 50 or fewer full-time equivalent (FTE) employees
and has a primary business address in the state where I'm applying for
this SHOP coverage.

m All full-time employees of this business will be offered SHOP coverage.
m This business has at least one employee who isn’t the owner or
business partner, or the spouse of the owner or business partner.

Select SAVE AND CONTINUE.

If you don't check all boxes verifying that you meet the requirements above,
you'll see a message that you're ineligible for SHOP coverage. You can still
go through the application, but you won't be considered eligible for SHOP
coverage.



HealthCare.cov Create enrollment Manage employees My account Help - m

>
-

9 VA: Change state & Log out esabajoxi-3091@yopmail.com

0 ELIGIBILITY
APPLICATION

Verify eligibility

1 Employer details

Eligibiliry - f
To be eligible to participate in the SHOP, you must indicate that your business or organization meets all of

these qualifications. Learn more about how to count full-time equivalent employees.

[This business has 50 or fewer full-time equivalent (FTE) employees and has a primary business
address in the state where I'm applying for this SHOP coverage.

-
3

4
JAll full-time employees of this business will be offered SHOP coverage.

[This business has at least one employee who isn't the owner or business partner, or the spouse of
the owner or business partner.

BACK SAVE AND CONTINUE

* Enter employee information. On the Employee details page, you'll list all
employees who will get an offer of coverage, including you. To complete the
employee roster, you'll need each employee’s legal first and last name, date
of birth, and Social Security Number. While not required, it's also important
to include their email address so they can be notified directly about your
coverage offer. You'll also enter their address, employment status (like full or
part-time), date of hire, and contact preferences. You can do this 3 ways:

1. Select ADD EMPLOYEE to enter employee information one at a time

on the employee roster screen.

2. Select BLANK ROSTER to download an Excel roster template.

3. Select COMPLETED ROSTER to upload an Excel file with your

employees’ information. After you select the file from your computer,

the file name will appear in the employee roster dialogue box.

Note: The 1997-2003 Excel template is available to download on the
employee roster page. Only the 1997-2003 Microsoft Excel file can be
uploaded. You'll get an error message if the file isn't in the right format.
You must enter complete records. You'll get a rejection message if you enter
incomplete records.

You'll need to add an Employee ID which is a number or other code that
you'll assign to your employees on the roster. You can enter any ID for your
employees, but each employee’s ID must be different.

You can also add dependent information, but this is optional. Your employees
may enter this information when they review your coverage offer.



On the employee roster, each employee is assigned a participation code.
They'll use this code to review and respond to your coverage offer. Without
this code, your employees can't complete their applications.

Once you've created or uploaded an employee roster, select SAVE AND
CONTINUE. You can review and edit the roster as employees are added.
To update information for a specific employee, you can sort the roster and
perform a search. A new roster can’'t be uploaded if it has an employee
that’'s already entered into the roster.

After you create your enrollment criteria, only employees included on the
roster will be included in your initial Open Enrollment Period.

& Log out etabajout 3091 Oyopmal com

HealthCare o Create enroliment Manage employees

o ELIGIBILITY
APPLICATION

Employee roster

1 Empioyer Getais

o
5 Ny SUDMIT & rOSTEr THAT lISTS Al eMpicyees who il get an offer of Coverage. INCILTING YOU. YOU Can UPIOSd an

eMpiCyee roster O 300 eMpioyees Manuaily
3 Empiloyee Cetails
V

® UST ¥ efpDie empioyees even f some May NOT acCept Coverage

® AR » minimum_you must offer Coverage T0 each empioyee wWork NE AN dverage of 30 or more hours &
week INrOUBNOUT the year

* All empioyees working 30 Or more NOUSS 3 week SNHOUIC De Iisted. even If they 0ONT PIaN tO acCept

coverage
YOU NEed IO ISt TNESE DEOPIE 3O YOU Can track the percentage of empioyees whno accept your offer of
COverage Thes ets yOou Saterm™ming ‘,\:u Mt The MINEMUM ParTCipate rate
ADD emprovee [ sLANk rosTER K COMPLETED ROSTER ©
Bmse. | Mo fie seectea
Search Within
™ c - SEARCH
Employee roster o-0cfo CID

NO empioyees found

 ET

* Review and sign your application. On the Signature page, you'll need

to certify that the information on your application is valid. Click on the box
showing that you agree to the terms of the application, enter your full name,
and select SAVE AND CONTINUE.



HealthCare cov Create enr M pioy My account Help - m

9 VA: Change state & Log out esabajoxs- 3091 @yopmall.com

o ELIGIBILITY
APPLICATION —
Signature
1 Employer detalls
2 Eagionmy

“RNQUIred fiesd,
3 Employee cetalis

SHOP attestation
4 Signature
_ I'm signing this appICATIOn UNder Penalty of Perjury. which Means I've provided true

answers to all of the questions to the best of my knowledge.

* 1 KNOW TNt | May De SUDJECT IO Penames under feaeral law f 1 intentionally provice Taise or
untrue Information

* | know that my Information on this form will only be used to cetarmine eligioary for nearth
coverage and will De kept private as required Dy law. If my Dusiness or organization Is
eligible. It will be used to facliitate enroliment.

* 1 KNOW TNat | MUST Tell the SHOP and any Programs I'm enrolied In if anyTning CNanges (and Is
AIfferent than) what | wrote on this application. | have consent from everyone Il Iist on the
application to Inciude personally icentifiable information_ like dates of birth Sockal Securtty
NUMDErs. A0Cresses and PRONe NUMDers

* 1 know that under federal law disCrimination isnt permitted on the basis of race color
national orgin. sex age exual orlentation. gencer identity or dizablity. | can file a
CoOMplaint of SISCrMINAtion by VISIUNE www hhs gov/ocr/ofMces/nie

[ ]’I have read and agreed with the statement above.

*FUll name
Arxon Weiss

Date: 1O/13/2014

cocx

* Get an eligibility confirmation. You'll get a confirmation letting you know
if you're eligible to buy coverage through the SHOP Marketplace for your
business.

Select CONTINUE to go to the My eligibility page and start your enroliment
criteria. You can also view, withdraw, or update your application there.

If you're not eligible, you can select the File an appeal link. Or, select the
Return to My Account link to withdraw your current application and start a
new one.

Healthcore . CJ} oV Create enroliment Manage employees My account Help «

Log out goxeceqew-5340@yopmad com

ELIGIBILITY
APPLICATION

Confirmation

1 Employer detals

2 Eigibiity
SUCCESS: You're eligible to purchase coverage through SHOP. Next, you'll review coverage
3 Empioyee detalls opbions and an offer to your employees.
You can proceed with the following steps: Select “Continue” to establish your contribution amounts, select your
plans, inform your employees, and enroll your company

* Go 1o “Manage Employees” to manage your employee roster
* Go to "My account™ 10 view your elgibilty results

CONTINUE



Submit an appeal

To submit an appeal, select the Create appeal link in the Actions field to get the
appeal request form. Print the appeal request form and mail it to the address on the
form. You'll be notified by mail of the outcome of the appeal request within 90 days
of the date you submit your appeal request. You have 90 days from the date in your
SHOP eligibility determination notice to request an appeal. Learn more about SHOP

Marketplace appeals.

Healthcal’e .gov Create enroliment Manage employees My account Help - I

o Overview

My eligibility
o My eligibility
° Account profile
You can view information provided to the Small Business Health Options Program (SHOP) Marketpla
part of your application to participate. You may also withdraw your eligibility request or create a new
° My enroliment request
Q Brokers and proposals Do you have an office in another state?

Get eligibiliy information and access to SHOP coverage for your other offices

o Employer payment and
billing ADD ANOTHER STATE

° Message center
Eligibility status

Application ID Status Actions

1000000213 Approved View

Withdraw application
Update application

Create enroliment

Withdraw your application

If you want to terminate your application, select the Withdraw application link in the
Actions field. Enter the reason for withdrawing your application from the drop down
menu and select WITHDRAW APPLICATION.

Create your enrollment criteria

Select the Create enrollment link on the My eligibility page to start your enrollment
criteria.

* Set your enrollment period. On the Set enrollment period page, you can set the:

o Enrollment period. Your group’s enroliment period is the timeframe
your employees have to review your coverage offer, and accept or decline
coverage. Remember, you should submit your application by the 15th of the
month if you want your coverage to start on the 1st of the following month.

o Effective date of coverage. The effective date of coverage is the day you
want to start coverage for your employees.



* If the last day for employees to enroll is on or before the 15th of
the current month, the effective date will be the first of the following
month. You may select this date or the following month from the
drop down menu.

* If the last day for employees to enroll is after the 15th of the
current month, the effective date will be the first of the second
following month.

o New employee waiting period. You can decide how much time must
pass before coverage can become effective for a new employee hired after
your SHOP Initial Enrollment Period or renewal. You're not required to set a
waiting period, but if you do, you can choose 0, 15, 30, 45, or 60 days. Learn

how your coverage start date might affect your costs.

Select SAVE AND CONTINUE.

Heqlthcore_gg [BEE Gl Manage employees My account  Get assistance

Log out picefutef-8773@yopmai.com

ENROLLMENT
CREATION

1 Setenrolment pericd

Set enrollment period

Choose the day you want your enroliment period to start and the last day your employees have to enroll. If
employees don't select coverage during this enrollment period, they may not be eligible for the coverage you
offar. Be sure to leave enough time to aliow your employees to respond to your offer of coverage. This wil
ensure that your completed application is submitted in time to meet the coverage start date you select below.

The coverage start date may affect your costs. This is due to quarterly rate increases that may be sat by
nsurance companies. Once you enroll, your premium is locked in for 12 months.

*Required field
*Start coverage on

01012015

=]

*Start enroliment period on *Last day employees have o enroll

Employee waiting period

You have the option of setting up @ wating period for new employees before coverage can start

How many days would you ke new employees to
* Select how you’ll offer coverage. On the Decide how you offer coverage page, you'll
choose whether you want to offer your employees a single plan or a choice of plans. You'll
also decide if you'll offer dental coverage. You're not required to offer dental coverage.



o In all states, you can select one insurance company and health plan to
offer your employees. If you offer one health plan, you'll select from a list
of insurance companies in your area. You can come back to this page and
make changes any time before you submit your application.

o In some states, you can select one plan category (like Bronze or Silver)
and employees are free to choose any plan from any insurance company in
the plan category you choose. This is called “employee choice.” Note: The
employee choice option is available in these states in 2015:

* Arkansas

* Florida

* Georgia

* Indiana

* lowa

* Missouri

* Nebraska
* North Dakota
* Ohio

* Tennessee
* Texas

* Virginia

* Wisconsin

* Wyoming

If you don't see your state, you may offer your employees a single health plan in 2015. All
states are expected to have employee choice available in 2016.
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ENROLLMENT
CREATION -
Decide how you offer coverage
1  Set enroliment period
Decide how you want to offer coverage from the 2 options below.
coverage
* You'll select the insurance company and the plan. Your employees must enroll in this pian in order to get

SHOP coverage.
* You'l select a plan category (like 8ronze or Silver) from any insurance company. Your employees can
select the insurance company and plan that best suits their needs from pian category you choose

If you have any questions, call the SHOP Call Center at 1-800-706-7893@), or selact ‘Get assistance” to chat
online. TTY users should call 1-800-706-7915¢@ to reach a call center representative.

& Option one Option two
Employees can select an insurance company and Employees can accept the insurance company
plan from the plan category you choose. and plan you choose.

Health plans
Bronze
Sitver
Goid
Platinum

+ Set your premium contribution. On the Set employer premium
contribution page, decide how much you want to contribute toward
employee and dependent premiums, if you offer dependent coverage.
Note: To qualify for the Small Business Health Care Tax Credit, you must
contribute at least 50% of the total employee premium. Visit the SHOP Tax

Credit Estimator at HealthCare.gov/small-businesses/provide-shop-

coverage/small-business-tax-credits/ to see if you qualify for the tax

credit and how much it may be worth to you.
o If you offer one health plan, you'll contribute a fixed percentage of
the individual plan premium for each employee and dependent (if you
offer dependent coverage). Under Contribution method, click the fixed
percentage radio button for medical and dental coverage, if applicable.
Then you can enter your percentage contribution in the contribution
box for employees and dependents.

o If you offer your employees a choice of plans, you have 2 options:

1. Contribute a fixed percentage of any individual plan
premium within a health plan category (like Bronze or Silver)
for each employee and dependent (if you offer dependent
coverage). The fixed percentage amount will vary from employee
to employee based on their age and the plan they choose.

For example: Jane is 25 and her premium is $200 per month.
John is 60 and his premium is $300 per month. You decided

to pay 80% toward your employees’ individual plan premiums
(which varies by their age). This means that you'll pay $160 per
month toward Jane’s premium and $240 per month toward
John’s premium.



If you choose this option, under Contribution method, select
the “fixed percentage” button for medical and dental coverage, if
applicable. Then you can enter your percentage contribution in
the contribution box for employees and dependents.

2. Contribute a fixed percentage of a specific “reference plan”
premium amount that you choose. The reference plan is used
only to determine the percentage amount you'll contribute toward
your employees’ premium.

For example: The reference plan premium is $100 and your
contribution is 50%. You'll pay $50 toward your employees’
premium, even if your employees choose a different plan. The
reference plan premium amount will vary from employee to
employee based on their age.

If you choose this option, click the “reference plan” button for
health and dental coverage, if applicable. Then you can enter your
percentage contribution in the contribution box for employees
and dependents.

Select the check box next to dependents if you want to contribute to
dependent premiums. If you decide to offer dependent coverage without
contributing toward coverage, add a “0” in the dependents percentage
contribution box.

Whether you offer one plan or a choice of plans, your percentage
contribution will convert to a specific dollar amount that you can use for
budgeting purposes. You'll see what the employees’ and your premium
contribution will be when you compare plans.

Note: You may return to this page at any time prior to submitting the
enrollment application to revise the percentage contribution entered.

After you enter your percentage contribution, select SAVE AND CONTINUE.

* Select a plan. You'll review and select coverage on the Select plans page. If
you're offering a single health plan, you can look through the available 2015
plans in your area, compare costs and benefits, and choose one that's right for
you and your employees.

o Review plan details: To review more detailed information
about a plan, like copayments, laboratory and outpatient services,
medical devices, emergency care, prescription drugs, and
inpatient stays, select View Details.

o Compare plans side-by-side: To compare side-by-side, click the
Select to compare checkbox for each plan you want to compare.

You can compare up to 3 plans at a time. After choosing each plan
you want to compare, select Compare plans. Select View Details
to see a side-by-side comparison of each plan’s copayments,



deductibles, covered services, and provider network information.

o Sort plans: You can sort plans using the Sort by drop-down
menu and selecting any of the cost or deductible options listed.

o Filter plans: You can also filter your plan results under
Narrow your results.
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ENROLLMENT

CREATION Compare plans

1 Setenroliment period BACK TO PLAN LIST DOWNLOAD IN EXCEL

2  Decide how you offer

coverage
Anthem Anthem Anthem
3  Set employer premium
contribution HealthKeepers @ HealthKeepers @t HealthKeepers Lo
Bronze Pathway X Silver Pathway X POS  Gold Pathway X POS
POS 5500 0 5500 2000 30 5500 Plus 500 20 5000 Plus
PIUS W HSA
: $422.09 $495.26
$325.73 Empioyer moninly cost Employer monthly cost
Employer monthly cont $281.38 $330.16
$21 7 1 5 Employee monthly cost Employee monthly cost
e e e $703.47 $825.42
$542.88 Total estimated cost Total estimated cost

Total estimated cost

DETAILS
SELECT SELECT

SELECT

Select a health plan category. If you offer your employees a choice of
health plans, you'll select one health plan category (like Bronze, Silver, Gold,
or Platinum) and your employees can select any plan in that category. If you
decide to contribute a fix percentage toward your employees’ premium, you
won't need to select a reference plan.
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ENROLLMENT
) i Select a plan for health coverage
1 SET SNrolMent penoa Use the SHOP Tax Credit Estimator to ind out If your Dusiness may Quallfy for the
Smadl Business Heamn Care Tax Credit. and If it does how much it may De wortn to
2 Decide now you offer ¥OU. Take me to the Tax Cradis EIUmaton,
coverage
3 Setemployer premium 3 Medical Insurance Plans

COMFIDUTON

= e E]
‘

1@ comons
COVERAGE LEVEL
Anthem HealthkKeepers Bronze Guided

[F]Gola Access Plus w/HSA-gJdb
7 siver POS Bronze
1 Bronze
’
Total estimated cost  Yearly deductible stimated employer tstimated employee
NARROW YOUR RESULTS coONriDutIon conTrnution
$562.68 $5,500.00 $337.61 0 $225.07
=== aaxs =
$11,000.00
Estimated employer per farmemy
contribution

Setween §357 671 -5a98.72
) ——
$337.61 5495 12

Estimated employee

o e () compue
Setween F22507 - $330.74

*Review dental coverage options. If you're offering dental coverage, compare
dental plans and choose one that's right for you and your employees. To do
this, you'll follow the same process described above to review, compare, and
select a plan.

* If you offer your employees a choice of dental plans, you can either
select a reference plan for dental coverage or contribute based on a
fixed percentage.

* If you offer one dental plan, you can contribute based on a fixed
percentage.
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ENROLLMENT
9 e Select a plan for dental coverage
1 Set enroliment period Use the SHOP Tax Creait Estimator to find out I your business may quatify for the
Smail Business Heamn Care Tax Cream. and If T 00es. Now mMUCh It May D Wortn to

2 Decide how you offer you. Take me to the Tax Credit Estimator.

coverage

3 Set employer premium 4 Dental Insurance Plans
conerioution

(-O"‘p;-ﬁt — — :
m ‘ - comeare S

SELECT

COVERAGE LEVEL

Anthem Dental Pediatric
mmcn coverage category

PPO LOW coverage category
[J llow COVErage category

NARROW YOUR RESULTS Total estimated cost Yearty deductible Estimated employer Estimated employee
contribution contribution

$2505 o s15030 31002
person per month per montn

Estimated employer Not applicabie per

contribution family

Between 51503 -525.84

L ——

s15.03 s§25.82

Estimated employee
contribution

Setween £1002-517.22 W PSS s
- - SELECT
s10.02 §17.22 Anthem Dental Pediatric Enhanced

*Review coverage selection. Before you submit your application, it's
important that you review your application and verify business information.

0 On the Summary & submit page, review the details of your
coverage. If you need to make any changes, select Edit.

o When you're done reviewing your coverage offer, select Submit.

o Click on the My account tab and select My enrollment to view your
enrollment details, like your employee participation rate, coverage
start date, and enrollment period date.

After you submit your application, you'll get a confirmation that your
application was submitted and your employees are ready to review your
coverage offer and select a plan.
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Summary and submit
1 Zet enromment perico

2 Decide now you offer

Below Is & suMmmMary of estimated PremiuMm COSts aNd Your plan selections

= - PRINT
covarmge Celect £ TO Make any changes. TO CNange DMNs £0 TO Select pians on the

efl. SEIect SUDMIT WHen yOu T resdy 1o offer COverage

3  Zet empioyer premium

conriIDuTON

4 Select plans

s SuTIMary and SUDmet
Enroliment period “
Start date End date
11320148 1o/15/2074
Coverage start date End coverage on
11 /02014 103172013
Employer's offer of coverage m
EMployees Can HOCePT TNE NeMNTN INSUrance COMPpany ana plan you selected
OF S@IECT any pian Trom the DIan CAtegory and INSUrance CoOMmpany Delow (if
appucatie)
Medical Insurance Dental Insurance
- HMeannKeepers Inc = Anthem Blue Cross and Blue Shield
Plan category Flan category
- Bronze - LOW coverage category
Employer's contribution “
Health coverage Dental coverage

*Tell your employees about your coverage offer. Once you submit your
coverage offer, the SHOP Marketplace will send an email to all employees who
you provided email addresses with your application. The email includes your
participation code and a link to the SHOP website where employees can fill out
the employee application and accept or decline the coverage offer.

You're responsible for making sure that all your employees get information
about how to enroll in SHOP coverage. If you have employees without an
email address, you'll have to notify them of your coverage offer and give them
their unique participation code. Select the Manage employees tab to get the
participation code.

Note: The employees’ name, Social Security Number, and participation code
must match exactly what you've entered or they won't be able to access the
SHOP application.

Track employee participation and submit application

* View employee enrollment status. Select My enroliment to see the list of
employees who have accepted or declined your coverage offer. Your employees
have to respond by the last day of the enrollment period you set for your
employees.
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. Overview
. My eligibiity
‘ Account profile

. Brokers and proposals The SHOP Marketpliace will send an emai about your offer of coverage 10 all employees whose email address
you proviced with your appication. The emall includes your participation code and a link to the SHOP website

Employee enrollment and applications

Important: To ensure that your offer isn’t identified as spam or junk mail, have employees add
your acdress 10 their email contact list

Empioyer payment and where they can fill out the employee appication

Il
billing If's your responsibility to ensure that all your employees get information about how to enroll in a health plan

through SHOP
. Message center
Plan year 2015[7

VIEW MEMBER AND PREMIUM DETAILS PRINT
Coverage start date Last day employees have to enroll
01-01-2015, Enroliment period in progress 11-21-2014
SHOP Annlicatinn # 1000NN2223 Youir current narticinatinn rate

* Submit your application. After your enroliment period closes, you can submit
your application. In My enrollment, you'll submit your enroliment application
after your employees have responded to your coverage offer and you've met

your employee minimum participation requirement.

* Review your application carefully. Once your coverage starts, you
won't be able to make changes to your coverage offer and contribution
until your next enrollment period. Your plan year is a 12-month period
starting with your effective date of coverage.

+ Certain Medicare and COBRA provisions may apply to your coverage,
depending on the size of your business. Check all of the boxes that
apply to your business:

o Your business had fewer than 20 employees throughout
last year and this year.

o Your business had 20 or more employees (both full time
and part time) on each working day of 20 or more weeks
this calendar year or last calendar year.

o Your business had 20 or more full-time equivalent
employees on 50% or more of the working days in the last
calendar year.

o Your business had an average of 51 or more employees
(both full time and part time) on business days during the
last calendar year.



o Your business had 100 or more employees (both full time
and part time) on 50% or more of the working days in the
last calendar year.

* Sign the SHOP user agreement by agreeing to these statements:

o This business is legal and the total number of employees
is accurate.

o This SHOP coverage will be offered to all full time
employees and at least one employee works in the SHOP
service area.

o I'm signing this application under penalty of perjury,
which means I've provided true answers to all the
questions to the best of my knowledge. | know that | may
be subject to penalities under federal law if | intentionally
provide false or unture information. In addition, | know
that my SHOP coverage may be impacted if | provide false
or untrue information.

* Select SUBMIT APPLICATION.

* To activate your new coverage you must pay the first month'’s
premium by selecting PAY NOW.

Create enroliment

HealthCare gov

VA Change siete

. Overveow
Review application
‘ My eligibaty
‘ Account profile
BACK TO EMPLOYEE ENROLLMENT & APPLICATIONS
. My enrohment
. Drokers and proposals Employer information
Joe's Auto Body EIN
‘ Employer payment and
Diling 106 Greenfielo Road, Stafford, VA 22603 14.5367802
. MOSRROO COntor
Employer contact information
Name Title (Examples. Owner, HR)
Anton Weltss Owner
Mailing address Emanl address
106 Greenfiek! Road, Stafford, VA 226023 PIcoftel’-67 7IgRyopmall com

Primary phone number

(410) 394.3205%0



Read, attest if accurate, and sign to indicate your agreement

Attest before buying SHOP coverage
*Required fieid.

Certain Medicare and COBRA provisions may apply to your employees” coverage, depending on
the size of your business.(Check all that apply)

2 Your business had fewer than 20 employees throughout last year and this year.

] Your business had 20 or more employees (both full time and part time) on each working day of 20
or more weeks this calendar year or last calendar year.

J Your business had 20 or more full-time equivalent employees on 50% or more of the working days
in the last calendar year

) your business had an average of 51 or more employees (both full time and part time) on business
days during the last calendar year.

I Your business had 100 or more employees (both full time and part time) on 50% or more of the
working days in the last calendar year

By signing this section, you are agreeing to the following statements

CJ This business is legal and the total number of employees Is accurate

L] This SHOP coverage will be offered to all full time employees and at least one employee works in
the SHOP service area.

] rm signing this application under penalty of perjury, which means |'ve provided true answers to all
the questions to the best of my knowledge. | know that | may be subject to penalties under federal
law if | intentionally provide false or untrue information. In addition, | know that my SHOP coverage
may be impacted If | provide false or untrue information.

] *I've read and agree to these statements.

*Electronic signature

« Pay your first month’s premium. You must submit your first month'’s
premium payment by the enrollment deadline (the 15th of the month prior to
the coverage effective date) for coverage to start on the first of the month. The
fastest way to submit a payment is online. You can also mail in SHOP payments to:

SHOP Marketplace

PO Box 2130

South Portland, ME 04116

Make checks payable to SHOP Marketplace.

Minimum Participation Rate

The minimum participation requirement doesn’'t apply between November 15 and
December 15. Outside of this enrollment period, you must meet the minimum
participation rate for your state to qualify for SHOP coverage. If you don’t have enough
employees to enroll, you won't be allowed to submit your application. At this point, you
have 2 options:

* Change your coverage offer. You can do this if you want to enroll any time
during the year. For example, you can increase the amount you contribute to
employees’ premiums to encourage more of them to participate. If you change
your coverage offer, you'll need to withdraw your current coverage offer and
start the process over using the information from your initial application. You'll
also need to set up a new employee enrollment period.



* Withdraw your coverage offer. If you decide not to offer coverage or want to
change your coverage offer, go to the My account tab and select My eligibility.
Select the Withdraw application link under the Actions field. Enter the

reason for withdrawing your application from the drop down menu and select
WITHDRAW APPLICATION.

Cancelling or terminating coverage

 If you decide not to offer coverage, or an employee wants to cancel their
enrollment, you have until 11:59pm EST to cancel before the coverage effective
date. Any payments collected will be refunded by the SHOP Marketplace.

Important: Employees should work with their employers to cancel enroliment.

+ If you want to terminate enrollment after the coverage effective date,

your coverage will be terminated on the last day of the month in which you
terminated coverage. In this case, you won't get a refund from the SHOP
Marketplace. For example, if your group enrolls with a January 1 coverage
effective date and you change your mind on or after January 1, the earliest you
can terminate coverage is January 31.

« To cancel or terminate coverage, click on the My account tab and select My
eligibility. On the My eligibility page select the Withdraw application link
under the Actions field. Enter the reason for withdrawing your application from
the drop down menu and select WITHDRAW APPLICATION.

You can also contact the SHOP Call Center at 1-800-706-7893, Monday-Friday,
9am-7pm EST. TTY users should call 711 to reach a call center representative.

HealthCare.gov Createenroliment  Manage employees

o Overview
My eligibility
o My eligibility
o Account profile
You w inform ded U mall Business Health Opti gram (SHOP; etplace as
part of your application to participate. You may also withdraw your eligibility request new
o My enroliment et
Q Brokers and proposals Do you have an office in another state?
Get eligibility information and access to SHOP coverage for your other offices.
o Employer payment and
billing ADD ANOTHER STATE
o Message center
Eligibility status
Application ID Status Actions
1000000213 Approved View

Create enroliment



Special Enrolilment Period

Qualified employees and their dependents, if you offer dependent coverage, may have
a right to sign up for your coverage or make changes to their coverage choices outside
of your Initial Enroliment Period. Job-based plans must provide this “Special Enrollment
Period” of 30 days following certain life events that involve a change in dependent
status or loss of other health coverage. If you don't offer dependent coverage, a Special
Enrollment Period applies only to qualified employees. Learn more about the Special
Enrollment Period and qualifying life events.

Forgot your username and/or password?

« Username: If you forgot your username, enter your name and email address,
and select SEND EMAIL. An email with your username will be sent to the email
address in your account.

HealthCare.cov Individuals & Families  Small Businesses
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Forgot username
All fizkds are required unless they're marked ophona

Please give us the following mformation and we'll sand you an emadl with nstructons

First name Last name

What is your emall address associated with your account?

CANCEL SEND EMAIL

« Password: If you forgot your password, enter your Marketplace username
and select SEND EMAIL. An email with a temporary password will be sent to the
email address in your account.
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gow
LT YT DON'T HAVE AN ACCOUNT?

Forgot password
Please gve us the followng nformation and wel send you an email with mstructions

What is your Marketplace usermame?

CANCEL SEND EMAIL

Have questions or need help?

For more information on the SHOP Marketplace, visit HealthCare.gov/small-businesses/.
Or you can contact the SHOP Call Center at 1-800-706-7893, Monday-Friday, 9am-7pm
EST. TTY users should call 711 to reach a call center representative.
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